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around the superior mesenteric artery were also taken down so as to broaden the base of the mesentery. The palpable mesenteric lymph nodes were biopsied. Exploration of the retroperitoneum showed no obvious malformations of the lymphatics. Extensive lavage of the abdominal cavity was performed until the return fluid was clear. At the end of the operation, the bowel remained healthy and well-perfused (Fig. 3) . The patient's peritoneal fluid triglyceride was 504 mg/dL and serum microglobulin was 1,232 UG/L. Culture and cytology of the peritoneal fluid was negative for tuberculosis and malignancy, respectively. Histology of the biopsied lymph node revealed benign reactive hyperplasia.
Postoperatively, the patient was started on a low-fat, highprotein diet. Examination on postoperative Day 4 showed no chylous fluid in the abdominal drain, and the drain was removed on postoperative Day 5. He was discharged well and followed up as an outpatient three months after hospitalisation. He had no complaints of abdominal pain and no problems with resuming a normal diet. No further imaging investigations were performed as the patient was asymptomatic.
DISCUS SION
Although intestinal malrotation is a well-recognised disease in the paediatric group, it is not well described in adults. Rotational 'whirl sign' in the diagnosis of small bowel volvulus had been described by De Korte et al. (5) There was also an abrupt cut-off of the superior mesenteric vein at the area of the torsion, typical of a 'venous cut-off sign', which has been reported by Ho (6) to be a more apparent identifying feature of intestinal torsion.
The differential diagnoses for chyle are pseudochyle and pus, and it is of significant importance to distinguish these entities.
Chyle is distinguished by its odourless milky appearance, which is similar to peripheral lymphatic fluid. Its white cell count Counterclockwise detorsion of the bowel, division of the coloduodenal band and division of adhesions around the superior mesenteric artery to broaden the base of the mesentery were performed. (13) Importantly, there were no lymphatic malformations, enlarged lymph nodes or retroperitoneal tumours at the root of the mesentery and retroperitoneum, which might have obstructed the lymphatic flow. Hence, the cause of the chylous ascites could be confidently attributed to intestinal malrotation, which resulted in temporary lymphatic obstruction. Other supportive measures to decrease the rate of chyle formation include total parenteral nutrition to achieve complete bowel rest, and a low-fat, high-protein diet to decrease lymph flow in the major lymphatic tracts. (14) As our patient's underlying cause of mesenteric torsion was treated, he did not require complete bowel rest with total parenteral nutrition.
As illustrated in our case, it is important to recognise that intestinal malrotation can result in chylous ascites. However, appropriate measures should be taken to exclude the common underlying conditions associated with the development of chylous ascites. In the majority of patients who presented with intestinal malrotation and chylous ascites, surgical correction of intestinal malrotation and adequate peritoneal lavage resulted in favourable outcomes with no recurrence of the problems. (15, 16) This was also demonstrated in our case, where the correction of the underlying intestinal malrotation was essential for the treatment of malrotation-induced chylous ascites.
